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This report is the result of an unannounced onsite 

complaint investigation (CHL22C912H) completed 

on June 21, 2023, at Delaware County Memorial 

Hospital. It was determined the allegation regarding 

Hazardous waste handling was substantiated.  The 

hospital took effective corrective action prior to the 

investigation to include labeling regulated medical 

waste, hazardous waste, and municipal waste, and 

properly storing regulated medical waste and 

municipal waste in a secure manner.

At the time of the investigation, the facility was in 

compliance with the requirements of the 

Pennsylvania Department of Health's Rules and 

Regulations for Hospitals, 28 PA Code, Part IV, 

Subparts A and B, November 1987, as amended 

June 1998.
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